INTRODUCTION
Distal triceps tendon rupture is rare, representing less than 1% of all upper extremity tendon injuries. 1, 2 The most common disruption is an avulsion from the osseous tendon insertion, whereas intramuscular injury at the myotendinous junction occurs less ice-packs, analgesics, and compression bandaging as it was thought to be a case of soft-tissue injury. The patient returned to our department after 3 days and was re-examined. By this time, the swelling had diminished and a depression proximal to the olecranon was palpable. The patient was unable to extend the elbow against gravity. Radiographs were taken again and revealed a small fleck of bone avulsed from the olecranon. The initial radiographs taken at the emergency room were reviewed again, which also showed a fleck of bone avulsed from the olecranon (Fig. 1) . Diagnosis of triceps rupture from the tendoosseous junction was made clinicoradiologically. This was confirmed by magnetic resonance imaging (MRI) which showed complete triceps rupture from the tendo-osseous junction (Fig. 2) .
Primary surgical repair of triceps rupture was performed. The haematoma was irrigated and discharged, the elbow joint was then inspected for any associated injuries. The rupture was repaired with Ethibond No. 5 (Johnson and Johnson, Mumbai, India) by taking a full thickness bite from the proximal ruptured part of triceps tendon and passing it through the 3 drill holes made in the olecranon. Secure fixation was ensured by checking elbow flexion and extension on the operating table. The elbow was immobilised at 60° of flexion to prevent excessive tension on the suture line. Isometric exercises were allowed after stitch removal on day 12, followed by 4 weeks of progressive active flexion. After 3 months of exercises, active contraction of the triceps was started. The patient had a full range of painless active flexion and extension at the 9 months' follow-up.
DISCUSSION
Rupture of the triceps tendon is a rare injury comprising approximately 2% of all tendon injuries and less than 1% of all tendon ruptures related to the upper extremity. 1, 2 The most common mechanism of injury is a deceleration stress superimposed upon a Vol
contracted triceps muscle, with or without a concomitant blow to the posterior aspect of the elbow. 6 Substantial force is usually required to rupture the triceps tendon in a healthy adult, but many local and systemic diseases that alter the structural integrity of the tendon can lead to spontaneous rupture of the tendon following trivial trauma. 7 Systemic entities such as chronic renal failure with secondary hyperparathyroidism hypocalcaemic tetany, rheumatoid arthritis, osteogenesis imperfecta, anabolic steroid use, and possibly insulin-dependent diabetes have been reported. 8 Local factors associated with triceps disruption include local steroid injections, attritional changes from degenerative arthritis, and olecranon bursitis. 7, 8 The diagnosis of acute triceps tendon rupture is difficult and is easily missed because of the low degree of suspicion of triceps rupture. In addition, pain in acute injury prevents an appropriate physical examination such as elbow extension against gravity. Likewise, swelling masks the palpation of the gap. Furthermore, tiny avulsed flecks of bone are easily missed in an overcrowded emergency room where speedy evacuation and disposal of patients is a tendency. When in cases of doubt, diagnosis using MRI or ultrasound is of great use. 9 Furthermore, MRI has been proved to be useful in preoperative planning because it shows whether rupture is complete or partial.
Many authors believe that early primary repair is an appropriate treatment for the acute, complete rupture of triceps tendon at the tendo-osseous junction to prevent late functional disability. 6, 8, 10 Most surgeons have used direct suture repair through olecranon drill holes. 6 Other techniques have included the use of an olecranon periosteal flap, reinforcement with a reflected slip of fascia from the posterior forearm, metallic bony anchorages to reinsert the osseous periosteal fragment to shorten the surgical time, thereby providing enough solidity to facilitate quick rehabilitation. 10 Another key point concerning the need for operative treatment is whether the injury is complete or partial. If a patient can perform some active elbow extension, the injury is partial and can be treated nonoperatively with splint protection for about 4 weeks at 30° flexion. 6 However, it is important to note that active elbow extension may be preserved with a 10% tear or even a 95% tear because of lateral triceps expansion to the forearm fascia. MRI is most useful for determining the percentage of tears and hence is of paramount help in preoperative management. Surgical repair is usually successful with minimum morbidity. If a significant tear of more than 50% is shown on MRI together with significant loss of triceps power, then operative repair of the torn tendon is recommended.
11
A high level of suspicion of rupture of the triceps tendon is a must in patients who have pain and swelling of the elbow following a fall on an outstretched hand. Clinical examination and radiography should be repeated when the initial findings are inconclusive because of pain and swelling. MRI is a useful diagnostic tool in preoperative planning. Early repair of complete triceps tendon rupture is recommended for a good functional outcome, and the prognosis of these lesions is good.
